Rotaviruses have emerged as a major cause of acute enteritis in infants and small children worldwide, and the most vulnerable age group is from six to 24 months.'2 Symptoms include vomiting, fever, and watery diarrhoea, resulting in dehydration. In most cases the disease in our society is self limiting. Rotavirus infection may also have a long lasting effect evolving into chronic diarrhoea.3 Rotavirus destroys intestinal enterocytes in a patchy fashion, thus causing partial malabsorption.4 Mucosal permeability to antigens is increased,5 which may lead to food intolerance if local protective mechanisms fail. The factors determining the outcome remain largely unknown, but local intestinal immunity may play a major part in host resistance. Based on this, every effort is being made to develop an effective oral vaccine against rotavirus,' 6 underlining the importance of elucidating the immune responses evoked by it.
To study the local immune response evoked by rotavirus, a new immunoassay, ELISPOT, was used. ' Because of skewed distributions of immunoglobulin secreting cell and specific antibody secreting cell numbers, logarithmic transformation was used and the numbers are given as geometric mean (95% confidence interval (CI)). Paired t test was used for comparing repeated measurements. x)2 test was applied to determine differences in proportions. Spearman's rank correlation coefficient was applied to determine the significance of association between age and ELISPOT response.
Results

CLINICAL OUTCOME
The clinical characteristics on admission are featured in the 14 In this study the local immune response to rotavirus was characterised by measuring the antigen non-specific and antigen specific response in peripheral blood. Shedding of rotavirus lasts only for five to seven days,'5 whereafter the antigenic drive to induce lymphocytes on their maturation cycle ceases; this might explain the clearly decreased immune response in peripheral blood in convalescence. The antigen non-specific immunoglobulin secreting cell response could be polyclonal, possibly directed against gut microbial flora"' and dietary antigens. It may be important in controlling the penetration of such antigens through the damaged mucosa and also in preventing acute spread of the infection. Conversely, the specific antibody secreting cell response is specifically directed against the infectious agent and may be vital in preventing the prolongation of the diarrhoea and in protection against reinfection.
We have previously shown a strong IgA immunoglobulin secreting cell response one week after infection during acute bacterial diarrhoea in adults."' We have shown that the specific antibody secreting cell response during acute bacterial diarrhoea and to Salmonella typhi (Ty2 la) vaccine is also predominantly in the IgA class in adults. 7 
